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Abstract

Sporotrichosis is a subcutaneous mycotic infection
caused by Sporothrix schenckii, a group of common
saprophytes of soil, plants, and organic debris.
Disseminated forms may be seen in the setting
of immunosuppression and are typically treated
initially with intravenous lipidized amphotericin B. We
report an unusual case of a 65-year-old woman who
developed disseminated cutaneous sporotrichosis
with extensive facial involvement in the absence of
a known primary inoculation. Her cutaneous lesions
completely resolved after treatment with intravenous
posaconazole without amphotericin B.
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Case Synopsis
A65-year-oldwomanwithhistoryofuntreated chronic
lymphocytic leukemia, on chronic hydrocortisone
replacement following prolactinoma resection,
was admitted to the Veterans Administration (VA)
hospital with failure to thrive. A dermatology
consultation was requested to evaluate a progressive
facial mass that was present upon admission. The
patient was a nursing home resident for many years
and denied travel or illnesses preceding onset of
the mass, which had been present for 6 months
with progressive growth and facial disfigurement.
She was hospitalized at an outside facility two
months earlier for presumed cellulitis associated
with the mass and had received empiric treatment
with sulfamethoxazole-trimethoprim, clindamycin,
ampicillin-sulbactam, acyclovir, and fluconazole
without improvement.

Physical examination revealed a large vegetative
plaque with overlying necrotic eschar on the upper
cutaneous lip, with apparent extension into the left
nares and left medial cheek (Figure 1A). Further
examination of the trunk and extremities revealed
scattered crusted papules and plaques on the upper
back, left arm, and left leg.

The patient was started on empiric intravenous
acyclovir and posaconazole upon arrival to the
VA hospital. Skin biopsies and tissue cultures
were obtained from the facial plaque and a small
verrucous papule on the left arm. Both biopsies
showed suppurative granulomatous dermatitis with
what was read as abundant parasitized histiocytes
containing yeast-like organisms (Figure 2). A
presumptive diagnosis of histoplasmosis was made.
Two weeks later, tissue cultures grew dimorphic
fungi with morphology consistent with Sporothrix
schenckii. By then, her skin lesions had improved
significantly and posaconazole was switched to oral
itraconazole 200mg daily, to be continued upon
discharge. Four weeks later when she presented
to dermatology clinic for follow-up, all lesions had
healed including the large facial mass (Figure 1B),
leaving behind a moderate hypopigmented scar. The
patient was advised to continue itraconazole 200mg
daily lifelong owing to her immunocompromised
state.

Case Discussion

Sporotrichosis is a subcutaneous mycotic infection
caused by Sporothrix schenckii, a group of common
saprophytes of soil, plants, and organic debris [1].
Infections are most prevalent in tropical regions
but have been reported worldwide. In the United
States, sporotrichosis has become a recognized
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opportunistic infection in patients with impaired
immunity [2, 3].

Sporotrichosis is usually transmitted by traumatic
inoculationandthuscommonly presentsontheupper
extremities of individuals who handle plant material.
Although rare in the United States, sporotrichosis
can also be transmitted by infected animals via bites,
scratches, and contact with secretions. Notably,
human-to-human spread has also been reported
from caretakers and health care workers handling
infected dressings or wounds [4].

Clinically, sporotrichosis has a rather heterogeneous
presentation — nodules, plaques, ulcers, molluscum-
like lesions, draining sinuses, and subcutaneous
masses have all been reported in the literature.
This variability may in part relate to the method
and location of inoculation, as well as differences in
individual immunity. The variability of presentation
has led to diagnostic difficulty, as other deep fungal
infections, atypical mycobacteria, leishmaniasis,
cutaneous malignancies, lymphoproliferative
diseases, and inflammatory processes can present
with similarly appearing skin lesions.

The case illustrated above was diagnostically
challenging owing to the lack of risk factors for
inoculation (patient resides in a nursing home and is
predominantly indoors), extent of facial involvement,

Figure 1. A) Facial mass with necrotic eschar involving the upper cutaneous lip, left nares, left medial cheek. B) Four weeks later, all
lesions have healed, leaving behind a moderate hypopigmented scar.

and the pseudo-dermatomal facial distribution
(whichinitially raised suspicion for zoster). In addition,
given the patient’s age and immunocompromised
state, the likelihood of malignancy was greater.
Review of the literature showed several rare cases
of adult facial sporotrichosis, the majority of which
were fixed cutaneous lesions with known history of
traumatic implantation or self-inoculation [5-7].

Skin biopsy can be helpful to narrow the differential
diagnosis but is rarely diagnostic, as organisms are
scant and infrequently detected on histopathology
[8]. Histopathologic findings can also be non-specific
and mimic other granulomatous disorders. Tissue
cultures remain the gold standard and offer the
most sensitive and specific method of diagnosis, but
incubation periods vary from days to weeks.

Although the lymphocutaneous and fixed forms
of sporotrichosis are the most common clinical
presentations, extracutaneous and disseminated
cutaneous sporotrichosis can occur in the setting
of immunosuppression, as in our case. Although
our patient did not exhibit extracutaneous disease,
dissemination to bone, joint space, liver, and central
nervous system have all been reported and can lead
to significant morbidity or mortality.

There is a paucity of randomized controlled trials to
guide the treatment of sporotrichosis. The Infectious
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Figure 2. A) H&E stain from biopsy showing suppurative granulomatous dermatitis and histiocytes containing yeast-like organisms
consistent with sporotrichosis, 40x. B) PAS stain from biopsy highlighting budding yeast consistent with sporotrichosis.

Disease Society of America has published treatment
guidelines based on available data, most of which
are derived from case reports, uncontrolled trials,
and retrospective studies. The preferred treatment
in the United States for non-disseminated cutaneous
sporotrichosis is oral itraconazole 200 mg daily until
complete clinical response is achieved, followed
by an additional 2-4 weeks of treatment [9]. For
patients intolerant or unresponsive to itraconazole,
terbinafine 500mg twice daily has been shown to be
effective.

For disseminated or extracutaneous sporotrichosis,
intravenous lipidized amphotericin B at 3mg/kg/
day is the preferred initial treatment with step-
down to oral itraconazole 200mg twice daily, to
be continued for at least 12 months after sufficient
clinical response is achieved. Immunocompromised
patients have difficulty clearing the organisms and
should subsequently be on lifelong itraconazole
200mg daily for suppression [9]. Of note, intravenous
amphotericin is also the preferred agent in the
treatment of pregnant women.

In addition to the above-mentioned agents,
sporotrichosis has been treated successfully with
voriconazole, fluconazole, and most recently
posaconazole. However, in vitro susceptibility
studies have demonstrated significantly higher
MICs for voriconazole and fluconazole compared to
amphotericin B, terbinafine, and other azoles [10].

Treatment with these agents are thus discouraged.
Posaconazole is a newer azole with limited clinical
data but strong fungistatic activity against Sporothrix
brasiliensis in vitro [10]. Bunce et al. reported
successful treatment of disseminated sporotrichosis
inapatientwith hairy cell leukemia with posaconazole
in combination with amphotericin B [11].

In our patient, posaconazole was used without
amphotericin B because of her underlying renal
insufficiency. Our patient responded well to
posaconazole alone and was able to be transitioned
to itraconazole prior to discharge. To our knowledge,
this is the first case in which posaconazole was
used to successfully treat disseminated cutaneous
sporotrichosis without concurrent treatment with
amphotericin B. Although isolated to one case, we
speculate posaconazole may be a viable initial agent
for disseminated cutaneous sporotrichosis in patients
with renal disease.

Conclusion

Sporotrichosis can cause disseminated infections
in immunocompromised hosts. Although this
infection typically does not have a predilection for
the face, our case illustrates the need to consider
unusual presentations in the immunocompromised
host. Whereas amphotericin B is currently the
recommended initial treatment, posaconazole may
have a future therapeutic role in the treatment of
disseminated sporotrichosis, especially in patients
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with renal impairment.
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